Laparoscopic interpretation of pelvic pathologies in infertile women

Infertil kadinlarda pelvik patolojilerin laparoskopik yorumu
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Abstract

Background: Aim of this study is to evaluate the results of diagnostic laparoscopy in 82 infertile women.

Methods: Eighty-two infertile women that underwent diagnostic laparoscopy were examined retrospectively and pelvic
pathologies were classified.

Results: Pathologic findings were observed in 65.85% of cases and 34.15% of patients had no abnormal finding. Pathologic
findings were classified as; tubal (40.24%), ovarian (1.22%), uterine (4.88%), endometriosis (10.98%), pelvic inflammatory
disease (2.44%) and mixed pathologies (6.09%). Frequency of endometriosisis 11.32% in primary and 10.34% in secondary
infertile cases. Adnexal adhesions were observed in 37.80% of infertile cases; predominantly in secondary infertile cases
(44.82%) and less frequently in primary infertile cases (33.96%). Minimal, mild, moderate and severe adnexal adhesions were
observedin41.94%, 38.48%, 12.90% and 9.68%; respectively.

Conclusions: Laparoscopy plays an important role both in the diagnosis and evaluation of infertility. We have the opinion that
it would be inappropriate to evaluate infertility without laparoscopy, especially in the presence of pelvic adhesion and

endometriosis.
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Ozet

Amag: Seksen ikiinfertil kadina uygulanan diagnostik laparoskopi sonucunun degerlenlendirilmesi

Materyal ve metod: Seksen iki infertil olguya yapilan diagnostik laparoskopinin sonuclari, retrospektif olarak incelendi ve
pelvik patolojiler siniflandirildi.

Bulgular: Diagnostik laparoskopi yapilan 82 infertil olgunun %34,15'i normal olarak degerlendirilirken, %65,85'inde ise
patoloji saptandi. Tubal patoloji (%40,24) , ovarian patoloji (% 1,22), uterin patoloji (% 4,88), endometriozis (% 10,98), pelvik
inflamatuar hastalik (PIH) (%2,44), mikst patoloji (%6,09) tespit edilen patolojilerdi. Endometriozis, primer infertil olgularin
%11,32'sinde, sekonder infertil olgularin %10,34'lnde tespit edildi. Adneksial adezyon orani %37,80 idi; primer infertil
olgularin %33,96, sekonder infertil olgularin %44,82'sinde adneksial adezyon saptandi. Adneksial adezyonlarin %41,94
minimal, %35,48 hafif, % 12,90 orta, %9,68 ciddi lezyonlardi.

Sonug: Laparoskopi, infertilite tani ve tedavisinin planlanmasinda énemli bir yere sahiptir. Ozellikle pelvik adezyon ve
endometriozis acisindan laparoskopisiz infertilite arastirmasinin tamamlanamayacagi ydntinde sonug bildiren literaturle fikir
birligiicine girildi.

Anahtar kelimeler: infertilite, laparoskopi, pelvik patoloji

Introduction
Infertility is defined as insufficiency to develop
pregnancy without using a contraception method for
1 year period of normal sexual activity (1). The
prevalence of women diagnosed with infertility is
approximately 13%, with a range from 7-28%,
depending on the age of the woman (2). Primary
infertility describes patients without a previous
pregnancy and secondary infertility is used to define
infertile cases with at least one previous pregnancy.
Laparoscopy is a diagnostic and therapeutic
method widespread used in Gynecology. Recently
80% of gynecological operations were carried out
laparoscopically (3). Diagnostic laparoscopy is used;
especially in infertile cases, to evaluate upper
abdomen, pelvis, uterus, ovary, tuba uterine and

peritoneal factors. Tubal patency is determined by
chromopertubation. Resection and ablation of
endometriosis focuses; detected by diagnostic
laparoscopy, would enhanced the probability of
pregnancy (4).

Our aim was to evaluate results of diagnostic
laparoscopy in 82 infertile women.

Methods

82 infertile women that underwent to diagnostic
laparoscopy were analyzed, retrospectively. Uterine
manipulator was replaced to cervix in lithotomic position
under general anesthesia. Pneumoperitoneum was
obtained by Verres needle that replaced to
intraabdominal space with infraumblical incision. Trocar
in 10 mm diameter was replaced to same area and
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laparoscopy was put forward through the trocar
cannula. Pelvic area was examined in Trendelenburg
position. Atraumatic grasper forceps was replaced by
assistance of trochar in 5 mm diameter to obtain
better visualization. Second trochar in 5 mm diameter
was replaced when necessary. Tubal patency was
determined by 5% metylene blue, injected through
uterine manipulator. At the end of the procedure,
laparoscope was removed, intraabdominal gas was
evacuated as much as possible and incision area was
sutured.

Note: This study was performed in accordance with
the principles of the Declarations of Helsinki.

Results
82 infertile cases that underwent to diagnostic
laparoscopy were classified according to primary or
secondary infertility. Primary and secondary infertility
rates were 64.63% and 35.37%, respectively. Mean
age of primary and secondary infertile patients were
28.54+5.27 (age between 19 and 42 years) and,
30.82+4.84 years (age between 21 and 40 years),
respectively. Mean durations of infertility were
6.79+5.16 (minimum 1.5 and maximum 26 years) and
30.82+4.84 years (minimum 21 and maximum 40
years), respectively. Table 1 indicates the distributions
of infertile cases according to laparoscopic pelvic
examination.

No pathological finding was present in 34.15% of
patients however 65.85% of patients have
pathological finding determined by diagnostic
laparoscopy.

Adnexal adhesion was observed in 31 of 37
patients (33 patients with only tubal and 4 patients
with mixed pathology). Table 2 shows the distributions
and classification of adhesion according to American
Fertility Society (AFS).

Adnexal adhesion was present in 33.96% of
primary and 44.82% of secondary infertile cases.
Minimal or mild and less frequently moderate or
severe adhesions were observed in infertile patients;
especially in secondary cases. No significant
correlations exist between duration of infertility and
severity of adhesions. Table 3 points out the
distributions and classification of endometriosis
according to AFS. Endometriosis was observed in
11.32% of primary and 10.34% of secondary infertile
cases.

Discussion

Diagnostic laparoscopy plays important role in the
evaluation of infertility. It would be insufficient to
evaluate infertility without laparoscopy. Laparoscopy
can provide valuable clinical information in a number
of circumstances and it is especially useful to identify
pelvic adhesions, endometriosis, hernias, uterine

fibroids, and masses (5).

Recently, diagnostic laparoscopy most frequently
used to evaluate infertility. We also perform laparoscopic
examination to evaluate infertility. Reid et al. stated that
they generally perform laparoscopy to examine infertile
patients and pointed out that 46 % of patients have pelvic
pathology (6). In a study from Nigeria, rate of bilateral
tubal obstruction was 35.3%, unilateral tubal
obstruction was 9.6%, endometriosis was 1.4%, pelvic
adhesion was 55% and uterine fibrinoid was 26.6% (7).
Distributions of pelvic pathologies in our study were;
tubal pathology was 40.24%, pelvic adhesion was
37.80%, bilateral tubal obstruction was 14.63%,
unilateral tubal obstruction was 4.87%, endometriosis
was 10.98%, uterine pathology was 4.88%, PID was
2.44%, mixed pathology 6.09% , ovarian pathology
1.22%.

Hamid et al. determined that rate of pelvic adhesions
and endometriosis in infertile cases was 20% and 9%,
respectively. In another study carried out by El-Takia et
al. pelvic disease was observed in 57.7% of cases.
Distribution of pelvic pathologies were as; endometriosis
(27.7%) and pelvic adhesions (20.8%) (8, 9)

We observed pelvic pathologies in 65.85% of
patients. Adnexal adhesions and endometriosis were
detected in 37.80% and 10.98% of patients,
respectively. Ratio of  adhesions in primary and
secondary infertile cases were 33.96% and 44.82%,
respectively. Distubance of endometriosis in primary and
secondary infertile cases were 11.32% and 10.34%,
respectively.

In a study from Israel, Lavy et al. stated that it is not
necessary to perform laparoscopy for patients with
normal hysterosalpingogram and unilateral tubal
pathology and would cause no alteration in therapeutical
approach however laparoscopic examination is beneficial
for patients with bilateral tubal pathology and would
cause therapeutical modification (10). Cundiff et al.
achieved pregnancy rate of 35% subsequent to
therapeutical change modificated by laparoscopy (11).
Further studies and time are required to determine that
fertility rate enchances by therapeutical methods based
on laparoscopic examination.

Complication rates of diagnostic and operative
laparoscopy is 57% according to Martin et al. Major
complications were vessel injury, bladder and uterus
perforation, postoperative bowel obstruction, infection
and disseminated intravascular coagulation (12).
Laparoscopy was performed successfully and no patient
experienced surgical or anesthesia associated
complications in perioperative or postoperative period.
Entire patients discharged in the 1st day with health.

Laparoscopy is an effective and precious diagnostic
frequently used in the 2nd half of 20th century. It is a
standard procedure performed in the diagnosis of pelvic
adhesions and endometriosis though no other procedure
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has similar sensitivity (13). Direct observation of pelvic
organs and its facility to diagnose pelvic adhesions
leads to regulate an objective therapeutic approach.
Pelvic adhesion and endometriosis are the most

and endometriosis.

frequent pathologies in our study and this finding
supports the importance of laparoscopy in the

Table 1: Distributions of infertile cases according to laparoscopic pelvic

examination

Pathologic findings | Patients (n) | Percent (%)
Normal 28 34.15
Tubal Pathology 33 40.24
Ovarian Cyst 1 1.22
Uterine Pathology 4 4.88
Endometriosis 9 10.98
PID 2 2.44
Mixed 5 6.09
Total 82 100
Table 2: Distributions and classification of [1dnexial adhesion according to AFS*
Severity of adhesion | Cases (n) | Percent (%)
Minimal 13 41.94
Mild 11 35.48
Moderate 4 12.90
Severe 3 7.68
Total 31 100

'AFS: American Fertility Society

Table 3: Distributions and classification of endometriosis according to AFS®

Severity of endometriosis | Cases (n) | Percent (%)
Minimal 4 44.44
Mild 4 44.44
Moderate 1 1111
Severe - -
Total 9 100

*AFS: American Fertility Society

diagnosis of infertility. Our study supports the idea that
evaluation of infertility without
inadequate, especially in the presence of pelvic adhesion

laparoscopy is
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